HE anatomic'-4 and clinical5-7 features and the results of hemodynamic investigations8-10 in the tetralogy of Fallot are now universally known. It has been emphasized that anatomic deviations in the degree of pulmonary stenosis or in the size of the ventricular septal defect may yield different patterns of clinical features and hemodynamics in this anomaly.
T HE anatomic'-4 and clinical5-7 features and the results of hemodynamic investigations8-10 in the tetralogy of Fallot are now universally known. It has been emphasized that anatomic deviations in the degree of pulmonary stenosis or in the size of the ventricular septal defect may yield different patterns of clinical features and hemodynamics in this anomaly.
Recently, we observed 3 cases in which the clinical picture suggested severe pulmonic stenosis with an intact ventricular septum associated with a right-to-left shunt. However, cardiac catheterization showed that the shunt was at the ventricular level. It was demonstrated also that the right ventricular systolic pressure was significantly greater than the systolic pressure in systemic arteries. Therefore, it was assumed clinically that these cases were examples of severe pulmonary stenosis with a small ventricular septal defect.
Pathologic examination in one instance (case 1) and the anatomic findings at operation in the other two (cases 2 and 3) demonstrated that the ventricular septal defects were of the usual "large" size seen in the tetralogy of Fallot. In addition to these findings, however, an anomaly of the tricuspid valve was present in all 3 cases. This took the form of a flap of accessory valvular tissue that partially closed the ventricular septal defect during ventricular systole.
It is the purpose of this paper to illustrate the clinical and pathologic findings in these 3 cases. To the best of our knowledge, this anatomic entity has not been described previously This study was aided in part by grant nlo. H-4014 from the National Heart Institute, U. S. Public Health Service.
Circulation, Volume XXII, December 1960 in relationship to the associated alterations in hemodynamics.
Presentation of Cases Since the findings were similar in all 3 patients, these are described together for the group. The clinical findings are sunimarized in table 1 and  the heniodynamic data in table 2 .
Clinical Data
The patients were 2 boys and a girl, aged 12, 5, and 7 years, respectively. Two had been eyanotic since early infancy, whereas cyanosis had been observed in the 7-year-old patient since the age of 5 years. There was no history of "squatting" in any of the patients. The main complaints were shortness of breath and changes related to reduced cardiac functional capacity. Clubbing of the digits and distended cervical veins were noted in each patient. One patient (case 1) had signs of severe congestive failure of the right side of the heart. All 3 patients had a typical murmur of stenosis, with maximal intensity at the pulmonary zone, and a diminished nonduplicated (pure) second pulmonic sound. In case 1, a febrile illness had been present for several weeks in the immediate period before our observation; as judged from later studies, this probably represented an episode of bacterial endocarditis, although this specific diagnosis had not been made. Congestive cardiac failure began at the time of the febrile illness and was the cause of death in this patient. In cases 2 and 3, corrective operations were done with the aid of the bypass machine and extracorporeal circulation. In both of these cases, the postoperative course and follow-up studies indicated satisfactory results. Radiologic and Electrocardiographic Findings ( Fig. 1-3) The radiologic exaimiination showed slight to great enlargement of the heart. The pulmonary vasculature was diminished in each case. Evidence of poststenotic dilatation of the pulmonary arterv was absent. In case 1, a right aortic arch was observed radiologically.
Electrocardiographically, each patient had a normal sinus rhythm. The P waves were peaked in lead II in all instances. Right axis deviation ranging from +100 to +150 degrees was observed. Signs of pronounced right ventricular hypertropby were present in each.
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